Meeting April 181963
Cases Bronchiolar Carcinoma Presenting as Erythema Gyratum Perstans H K Shammy MRCPEd (for R E Church MD FRCPEd) J L, male, aged 50. Drayman History: Presented February 1963 with a rash which had started a month previously on the face and spread within two weeks to the trunk and limbs. The lesions itched. He smokes ten cigarettes daily but had smoked more heavily in the past. On examination: Florid dark red macules on the limbs and trunk which spread peripherally while clearing at the centre, producing annular serpiginous lesions. These had salmon-coloured centres and centripetal scales at the margin (Fig 1) . Scattered psoriasiform and crusted lesions on face and scalp. Evening pyrexia of 101°F on admission. There were no other abnormal physical signs. Investigations: H2moglobin and WBC normal. ESR 23 mm in first hour (Westergren) . Chest X-ray shows an ill-defined shadow behind the anterior end of the right third rib. Tomograms confirm the presence of a low-density ill-defined shadow in the right upper lobe. Sputum: no malignant cells seen. Skin histology: Epidermis shows marked parakeratosis and acanthosis. Fairly heavy infiltrate of lymphocytes and histiocytes in the upper dermis with an occasional neutrophil. Thoracotomy (Mr A G Norman, 19.2.63): A hard irregular mass was found in the posterior segment of the right upper lobe adherent to the pleura posteriorly. No palpable mediastinal glands. Right upper lobectomy was performed rather than pneumonectomy as the patient has poor respiratory function. He made an uneventful recovery. Histology: The subpleural mass is an adenocarcinoma topographically related to an area of pigmented lung scarring. The tumour is a primary peripheral adenocarcinoma of lung (bronchiolar carcinoma). No tumour deposits were seen in the lymph nodes sectioned. Progress: After operation there was a transient increase in the erythema for twenty-four hours, then the eruption gradually faded in ten days. The skin has remained clear since. Comment Two similar cases have been described. Gammel (1952) reported a case of carcinoma of the breast associated with widespread gyrate erythema which he termed 'erythema gyratum repens'. The eruption cleared up shortly after radical mastectomy. Gold & Schneeweiss (1959) described a similar eruption associated with carcinoma of the bronchus which cleared up when the tumour was irradiated. The mechanism of the production of cutaneous eruptions associated with internal malignancy is not known but in some cases of dermatomyositis it has been suggested that it may be a hypersensitivity reaction to a tumour antigen. Grace & Dao (1959) and Curtis et al. (1961) were able to demonstrate by intradermal and passive transfer tests, using tumour extracts, the presence of a hypersensitivity state with specific circulating antibody in cases of dermatomyositis associated with internal carcinoma.
We thought that a similar mechanism might be responsible for the skin eruption in this patient. Extracts of the tumour, normal lung tissue and normal skin, all taken from the patient, were prepared by the following method: Material, as a 10% suspension (w/v), was ground in a Griffith tube. The suspension was then subjected to ultrasonic vibration in an M.S.E. Mullard Ultrasonic Vibrator operating at 9 kc/sec for two hours. The resulting lysate was heat treated at 100°C for five minutes. It was then filtered through Oxoid membrane ifiter. When the eruption had cleared completely we performed intradermal tests using these extracts (0-1 ml of each) with normal saline as control. Unfortunately there was an immedi-ate wheal reaction to all the extracts and the control, so that the hypothesis was not confirmed. Dr S C Gold: My patient is still alive though he does not come to hospital. I cannot therefore tell you precisely the state of his rash though I am told by his general practitioner that it is causing him no trouble. Furthermore his chest is behaving itself and he keeps reasonably fit in that respect. Dr I W Caldweli: Some years ago in Lincolnshire I had a case similar to the one presented today, whose skin lesions were of the erythema annulare centrifugum type on the trunk with some scaling. On the basis of another case seen elsewhere I referred him for a chest X-ray which showed a localized shadow. At operation a bronchial neoplasm was removed. The eruption quickly disappeared and a two-year follow up showed no recurrence of either condition.
Syndrome of Prolonged History of Evanescent
Blotchy Urticaria Associated with Arthritis, Hepatosplenomegaly and Lymphadenopathy (Still's Disease) M M Walshe MB MRCP and R P Warin MD FRCP Mrs S M, aged 25 History: At least twenty years' history of a papular rash on the face, most marked on the chin, and a blotchy rash over the limbs which is worse in the mornings and fades during the day. Although the rash fluctuates diurnally in severity she has never been free of it. It has been worse than usual for the past year. Frequent joint pains, mainly in large joints, with swelling of knees and ankles at intervals. Migrainous headaches, associated with menstruation. Four years' recurrent conjunctivitis. Previous admissions: Admitted several times between 1943 and 1949 with joint pains and swelling, hepatomegaly, lymphadenopathy, rash similar to the present one and recurrent pyrexia. Eosinophilia usually present. WR positive for a short time. Lymph-node biopsy showed reactive hyperplasia. A diagnosis of toxoplasmosis was considered. Family history: Father has 'rheumatism'. Mother died in childbirth. Eight sibs are all healthy and taller than the patient. On examination: Height 4 ft 10 in. (147 cm). Fair hair and skin. Depressed bridge of nose. Irregular dentition. Conjunctivitis and iridocyclitis. Generalized lymphadenopathy, liver and spleen palpable, tonsils enlarged. Legs slightly spastic with increased tendon reflexes. Flexion deformity of elbows, limitation of movement of ankles, effusions into knee-joints. Skin: Papular rash on face, giving a rosaceous appearance. 'Urticarial', blotchy rash on limbs and trunk, which does not itch. Investigations: Hb 73 %. WBC 7,000 (polys. '6,000, no eosinophilia). Mild iron deficiency. ESR 54 mm in 1 h (Westergren). Serum proteins: total 8-2, albumin 3-6 g/100 ml; a2-and y-globulins raised. WR ECG normal. X-rays: Chest: no lung lesion; upper left heart border rather prominent. Ankles: suggested longcontinued strain of tarsal joints; no active inflammatory disease. Hands: metacarpals and phalanges short, some bony overgrowth of radial styloid, joints normal. Skull: no bony abnormality, no intracranial calcification. Results oftreatment: Antihistamines had no effect on rash or joints; eyes gradually improved. Chloroquineproduced no effectontherash; joints, eyes and headaches improved, but relapsed when the treatment was discontinued because of vomiting. Hydroxychloroquine had no effect. Phenylbutazone produced marked improvement in joint symptoms but had no effect on the rash.
Comment
The rash appears urticarial but does not itch. It is mainly over the upper thighs and extensor aspects of the arms, and is also present across the upper back and chest. Individual lesions are about 2-5 mm in diameter, but may coalesce to form larger irregular blotches and some rings measuring up to 1 5 cm across.
This patient's syndrome should probably be included amongst the conditions grouped together as Still's disease. A similar rash is described by Isdale & Bywaters (1956) but points of difference in our case are: (1) The very long historyover twenty years.
(2) The constancy of the rash during this period. Although individual lesions wax and wane during the day, the rash is never completely absent.
(3) The rosaceous appearance of the face. (4) The facies with depressed bridge of nose and irregular teeth, and her shortness of stature compared with other members of her family. A family under the care of Dr A M G Campbell at Bristol shows this syndrome in three generations in different degrees of severity. We have also seen a patient of Dr R E Bowers's with similar features.
